. From a hum be beginning?for use in tuberculous peritonitis on y 7?it has been gaining increasing popularity and is to-day a recognized collapse procedure 0 choice. Morris (1942) Mitchel et al. (1947) reported a case in which the refill needle broke and was lost in the peritoneal space and required a laparotomy to recover it. Accidental insufflation of air into liver substance followed by death due to air embolism was recorded by the same authors. Hobby (1938) gathered four cases from the literature of accidental injection of air into spleen. That writer thinks that the lowest intercostal spaces and the subcostal "areas of the anterior abdominal wall should be avoided as sites for induction or refills.
Inability to induce a pneumoperitoneum, in most cases, is due to failure to go deep enough (Clifford-Jones and MacDonald, 1943 (4) Absence of pain and discomfort throughout.
Scrotal pneumocele, always regarded as a rather rare complication, was first described by Besta (1934) and then by Banyai (1946) , Rogers and Garrett (1947) , Monto and Bradford (1943) , Nagley (1948) and Meltzer (1948) . The complication has occurred both at induction (Rogers and Garrett, 1947) and months after being on pneumoperitoneum; on the right as well as on the left side and although the incidence on the left side is considered greater, we must remember that the left side is more favoured for induction and refills. In one of Nagley's cases it did not occur during the first period of treatment but when pneumoperitoneum was reinduced after some time it occurred at induction. In all cases described pain and discomfort usually subsided in about 24 hours and the swelling took up to a week to disappear. It never recurred on subsequent refills. Although Monto and Bradford (1943) (Bailey, 1948) . Banyai (1946) had seven cases in his practice while using the sub-diaphragmatic route. Also he did not find any connection between the occurrence of pneumomediastinum and other factors such as the amount of air injected, the posture of the patient and the time of onset of symptoms. ' The most prominent symptoms were pain in and about the larynx, choking sensation, hoarseness, dyspnoea, difficulty in coughing and swallowing, moderate or severe retrosternal pain without radiation and shoulder pain with or without radiation to the arm' (Banyai, 1946 (Schwartz et al., 1946) . Morrison (1949) reported a similar case where even the roentgenogram was taken to represent pneumopericardium, but Peter Kerley (quoted by Morrison, 1949) Evans (1950) , however, abandoned the treatment in incisional hernia of acute onset in one case and uncontrollable left hernia in another case. In the females the pelvic floor is comparatively weak and development of cystoceles, rectoceles and prolapse of the uterus has been reported by Ross and Farber (1950) .
The patients complain of abdominal discomfort, a sense of pressure or heaviness in the perineum, and crampy perineal pains early in the treatment or sometimes much later.
Symptoms abate if support is provided by insertion of Hodge's pessary and with other symptomatic treatment the pneumoperitoneum can usually be kept up. One occasionally sees dysmenorrhea after starting pneumoperitoneum and uterine sedatives usually suffice. Anderson and Winn (1945) reported rupture of the diaphragm in a case after it had been eroded and ulcerated by the tubercular process.
Tuberculous ulceration of the abdominal wall, as a direct result of pneumoperitoneum treatment, has not been reported in the literature.
Case 6.?U. R. B., 22 years old, female, was admitted on 27th August, 1950, with extensive bilateral pulmonary tuberculosis and multiple cavities in both the lungs. She was also found to be suffering from tubercular laryngitis and tubercular enteritis. She had had 60 grammes of streptomycin and 500 grammes of P.A.S. On 6th September, pneumoperitoneum was advised more as a counsel of despair than as a therapeutic procedure of choice.. Attempt at induction was made on the right side about 2 inches below and to the right of the umbilicus. The attempt proved fruitless. However, it was successfully induced at a similar site on the left side. The day following it was noticed that a hsematoma had formed at the site of the first needle puncture. It was about 1^ inches in diameter, situated in the abdominal wall, painful and tender, and there was a patch of discoloured blood visible through the skin on one side of the puncture. It was left alone. After about five days the whole area sloughed out (the slough was discarded and destroyed without the knowledge of the doctor), revealing an oval ulcer about an inch in diameter and half an inch deep with undermined edges and the base covered with dirty slough (plate XLIII, figure   1 ). The writer believes that in the first unsuccessful attempt to induce pneumoperitoneum the needle entered tuberculous tissue (probably around the caecum) and on withdrawing the needle some tubercle bacilli got lodged in the subcutaneous haematoma. Inability to find bacilli at the base of the ulcer could be attributed to the loss of all the bacilli in the first large slough (Koch's phenomenon).
Intra-abdominal peritoneal pneumoceles are of occasional interest. "VVortman and Bass (1949) (Banyai, 1946) and Brian and Ricen (1939) Banyai (1946) recommended that refills should be kept up till the eighth month of pregnancy and then gradually abandoned only to be reinstated immediately post-partum. Sahan and Bass (1950) 
